




































































































































































(NMCUES) would provide more accurate data on utilization rates by 

specialty. NAMCS is a physician-based survey so the specialty 

designation is reliable, and the longitudinal nature of NMCUES 

allowed for more careful checking of the doctor's specialty (as 

reported by the patient) than was possible with the HIS. 

In addition to the absolute numbers of specialists, the 

supply relative to population is also given much consideration in 

the literature and by policymakers. However, data limitations 

make the interpretation of physician-to-population ratios subject 

to many caveats. First, the data are generally available for 

geopolitical areas such as counties, SMSAs, and· states; and these 

levels will rarely correspond with a relevant health care market 

area. Patients receive care in areas other than the one in which 

they live, and doctors treat patients in areas outside their area 

of residence. Such bordercrossing makes the definition of a 

market area problematic. 

Second, an area's physician-to-population ratio for a 

particular specialty must be interpreted'in light of the specialty 

mix which exists in the area. Since specialties overlap in the 

provision of some services, an area which appears to have a 

shortage of a given specialty still may not be adversely affected 

if another specialty is providing the needed services. 

Third, and perhaps most important, individual market areas 

are unique and physician-to-population ratios may not give an 

accurate portrayal of the relationship of "available services" to 

"needed services" (BHPr, 1982 Report). The amount of physician 

services available from a given number of.physicians is 

influenced by a multitude of factors, including the practice 

organization and reimbursement mechanisms (e.g., solo, fee-for

service practitioners versus salaried doctors in group practices) 

and the utilization of physician extenders. Likewise, the 

serv'ices needed by a population of a given size are influenced by 
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such factors as the proportion of the population enrolled in 

HMos, the proximity to regional medical centers, and the 

population's socioeconomic characteristics and demographics. 

These important factors are not adequately reflected in the 

calculation of physician-to-population ratios from the available 

data. 
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SECTION S 

COGME'S SHORT-TERM OPTIONS FOR ASSESSING IMBALANCES 

S.1 IDENTIFYING SHORT-TERM OPTIONS 

The major question addressed here is: in the time available 

for analysis in preparing the first COGME report, what approach 

or approaches are likely to be of most use in assessing specialty 

imbalances? Obviously, the time constraint in and of itself 

places a severe limitation on the amount of new or quantitative 

modeling and estimation that can be undertaken. The limitations 

are also·budgetary, operational, and technical. COGME has a 

small internal staff and limited budget for external projects. 

However, even if substantial funds were available, it would be 

technically difficult to construct any new models and gather data 

for analysis over this period. Nonetheless, there are some 

options building upon work of others that may help COGME in the 

short-term. 

The options vary along two dimensions and can be arrayed as 

shown in Figure 5-1. The first dimension is the level of 

specificity: will the analysis examine all physicians, primary 

vs. non-primary physicians, a more detailed breakdown of 

specialties or selected specialties? The second dimension is 

concerned with the amount of qualitative and quantitative content 

and manipulation of data that would be required. Rankings along 

this dimension are somewhat arbitrary since the use of any 

information by COGME will have a qualitative or judgmental 

aspect. Additionally, the six options listed in the figure are 

no~ necessarily mutually exclusive. One or more of them could be 

undertaken to provide COGME with short-term background information. 
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The level of specificity has a major impact on what is 

feasible in the short run. Finer specialty breakdowns will 

require much more effort to develop and analyze. The level of 

specialty chosen should be influenced by the policy questions 

that COGME wishes to address in its first report. Questions of 

the adequacy of aggregate supply and FMG policies, for example, 

or of encouraging primary care training may not require as 

detailed a specialty breakdown in the analysis. Conversely, 

COGME may choose to let the availability of information limit the 

scope of the policy questions it addresses in its first report. 

Briefly, the six basic alternative approaches are: 

1. Survey professional opinion. 

2. Synthesize information from market signals and 
indicators. 

3. Use BHPr's requirements projections (not possible on a 
specialty level). 

4. Modify GMENAC requirements estimates. 

5. Compare specialty-to-population ratios from HMOs or other 
closed populations with supply. 

6. Analyze geographic variability in specialty-to-population 
ratios. 

These options were identified 

approaches discussed in Sections 3 

might be feasible in the short run. 

example, that in the short term, it 

by considering, for each of 

and 4 of this paper, what 

It was recognized, for 

is feasible to survey 

the 

professional opinion and to build upon existing databases. Small 

panels of experts could be convened over a period of two to three 

months, though the scope of the effort would necessarily be 

limited. Alternatively, COGME could survey professional opinion 

by sending a focused questionnaire to the various specialty 

societies, and perhaps other experts, to obtain information. 
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Any data generated or used in the short term could come from 

existing databases and/or build upon existing models such as the 

BHPr's requirements model or the AMA Demographic Model of the 

Physician Population (DMPP) which could provide supply projections. 

Data could also be obtained from projections made in the recent 

past such as those made by GMENAC. COGME may decide that any 

combination of any these approaches would be superior to choosing 

a single option. An approach might consider, for example, 

gathering existing data and presenting it, along with a 

questionnaire, to small panels of experts in order to predict 

whether and to what extent future imbalances are likely. As 

noted above, an important question that COGME must address early 

is what level of specificity the effort will entail in terms of 

both physician specialty and geographic variation. 

We now outline each of these options in more detail and list 

the advantages and disadvantages of each. It is important to · 

remember, again, that they are not mutually exclusive and that 

COGME will most likely have to make its judgments based on the 

weight of evidence presented from one or more of these types of 

approaches. 

5.2 SURVEY PROFESSIONAL OPINION 

Approach: Use qualitative professional opinion to make 
judgments about requirements. 

Method: Design short qualitative questionnaire to send to 
specialty societies or other experts to solicit their 
opinions about requirements and imbalances, especially 
regarding GMENAC. Alternatively, small panels of experts 
could be convened to provide their opinion or to review the 
results provided by the specialty societies. 

First, any attempt to gather information by professional 

opinion in the short run is more likely to succeed if it involves 

a small number of professionals responding to targeted questions. 
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Conducting a large scale opinion survey, such as the one used by 

sossus (1978) to ask physicians about local area imbalances would 

not be feasible in the short run. For SOSSUS, questionnaires 

were sent to some 10,000 federal and nonfederal physicians having 

a surgical specialty as one of their three listed specialties. 

Apart from the logistical considerations, the reliability of the 

sossus effort has also been questioned (Moore et al., 1978). 

A related but more feasible approach may be to prepare a 

short, targeted questionnaire to ask specialty societies about 

their perception of the state of balance in their specialty. The 

CMSS has already indicated its support in canvassing specialty 

societies, which is in process. COGME has already scheduled 

public meetings where professional societies will be invited to 

testify and present their views about imbalances. The questions 

should certainly cite GMENAC or other quantitative data and ask 

the specialty societies to respond within a certain page length 

(presumably they would be invited to submit supporting materials 

as they desire). Small panels could be convened as an alternative 

to or in conjunction with these surveys. However, the size and 

scope of the panels would need to be limited considerably in the 

short term. 

Advantages: 

o Allows experts to explain judgments about these complex 
issues. 

o Allows detailed specialty consideration. 

o Well-designed questions would help to focus COGME's 
attention. 

Disadvantages: 

o Is not directly quantitative. 

o May not achieve a consensus. 
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o Panelists may not have a good perspective on physician 
imbalances. 

Given the difficulties in making quantitative estimates, 

COGME might be well served by asking experts to make qualitative 

judgments about the state of their specialty and the important 

policy issues. Expert judgment may be the best means of 

synthesizing information on such complex matters. Targeting the 

questions would allow COGME to focus the analysis to the level of 

specificity desired. 

One disadvantage of this approach is that it would be based 

upon the qualitative judgments of a relatively small number of 

individuals. This could be rectified to some extent by focusing 

the questions and by presenting quantitative material as background 

information. Another problem is that surveying professional 

opinion may not achieve.a consensus. Sending questionnaires can 

be problematic because participants do not have a chance to 

interact and discuss the many complex issues involved. Convening 

small panels can be problematic because judgments can be swayed 

by the opinions of a particular member. 

5.3 SYNTHESIZE INFORMATION FROM MARKET SIGNALS AND INDICATORS 

Approach: Use latest information from the market to gain a 
qualitative impression about how the requirements compare 
with supply. 

Method: Gather and collate information by specialty on 
relative incom~s, recent growth in supply, rate of return to 
education, and the demand and supply of residencies. 

A second option is to assemble and synthesize the studies 

that have been conducted regarding rates of return to specialty 

medical training and other market signals of long-term surplus or 

shortage. There is no definitive study of this issue so COGME 

might benefit from a paper which attempts to synthesize the 
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sometimes discordant results in the literature. Of course, a 
fundamental question remains about the extent to which COGME 

wants to use market indicators as signals of societal needs and 
preferences. Sections 2.2 and 3.4 indicated some severe 

limitations in using such signals for judging over- and 

undersupplies from a societal standpoint. 

Advantages: 

o Provides good information on the current market 
situation. 

o Allows some degree of specialty breakdown. 

Disadvantages: 

o Based on existing reimbursement arrangements and 
subsidies which are undergoing rapid change. May not 
be representative of the future or what is socially 
desirable. 

o May be too uncertain to support any strong 
recommendations about specific specialties. 

As discussed previously, market signals can provide good 
indications about consumers' ability and willingness to pay for 

medical care and about physicians• choice of specialty and 
location. It must be noted, of course, that these signals 

reflect already existing market distortions such as various 
government interventions. A question that COGME may want to 
address explicitly at some point is whether and to what extent it 

wants to make recommendations based upon the medical need of the 
population. As noted in Section 2, market signals may provide 

little information about the medical care that society believes 

is actually necessary. 

An additional problem with market signals is that previous 

patterns may not be representative of what is likely to occur in 
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the future. changes in health care delivery systems and in 

medical technology, increases in the number of female physicians, 

and a large number of cost containment initiatives being 

implemented in the private and public sectors, for example, are 

rapidly changing the market. Simply looking at past market 

trends would not adequately capture these changes. 

5.4 USE BHPr•s REQUIREMENTS PROJECTIONS 

Approach: Compare existing BHPr demand-based requirements 
projections with supply. Do not attempt a finer specialty 
breakdown. 

Method: Have BHPr produce the most up-to-date version of the 
projections. Use for addressing aggregate supply question 
and policy issues about primary vs. non-primary imbalance. 

A third option is to attempt to use the Bureau of Health 

Professions {BHPr) models of supply and requirements to make 

judgments about future supply relative to future demand. The 

structure and limitations of these models was discussed above. 

In addition to considering predictions about future imbalances of 

primary and nonprimary care physicians, the specialty estimates 

of the BHPr supply model could be compared with specialty 

requirements from a number of sources, such as HMO-derived 

standards or the opinions of specialty societies. 

Advantages: 

o Builds upon the most comprehensive demand-based model 
and estimates ever constructed. 

o Could be completed in short-term. 

o Allows some questions about primary vs. nonprimary care 
ambulatory to be addressed. 

o Is currently operational and could be used to examine 
alternative assumptions. 
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Disadvantages: 

o Does not allow detailed or accurate specialty breakdown. 

o Does not address concerns about accuracy of underlying 
data. 

one major advantage of the BHPr model is that it is currently 

operational. BHPr has also made attempts to update some of the 

model's parameters so as to bring them in line with recent 

developments. Thus, a feasible short-term option would be to have 

BHPr generate the most up-to-date estimates using the latest model 

parameters. Alternatively, COGME might wish to specify different 

model parameters (such as to account for the expected increase in 

utilization due to AIDS) and have BHPr generate estimates based 

on these parameters. The model lends itself well to making a 

series of alternative predictions 

about the underlying parameters. 

of parameters could be derived by 

based upon various hypotheses 

The alternative specifications 

surveying both the literature 

and selected health care experts as to recent and anticipated 

developments in the health care arena which might influence 

manpower requirements and supply in the future. 

However, the BHPr requirements model holds no promise for 

the short-term tasks facing COGME if the Council wishes to assess 

manpower imbalances on a detailed specialty level. Although the 

supply model projects specialty distribution, the requirements 

model operates at a higher level of aggregation, permitting at 

best a useful distinction between primary and nonprimary care 

physicians. The BHPr staff has already indicated to COGME the 

data limitations inhibiting an attempt at specialty-specific 

modeling. In addition, staff have indicated great concerns about 

the reliability of the data used to construct the model. It is 

essential that COGME determine the level of specialty detail it 

wishes before recommending that BHPr undertake the long-term 

efforts to use these models to predict specialty imbalances. 
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S.S MODIFY GMENAC REQUIREMENTS ESTIMATES 

Approach: For each of the specialties considered by GMENAC, 
identify major parameters that may have changed (such as 
productivity or new procedures) and calculate implications 
for requirements. 

Method: suggested adjustments to model parameters could be 
made by 2 or 3 experts in each specialty who would have to 
review GMENAC's detailed report. Calculations could be made 
by COGME staff. It would also be possible to work with a 
more qualitative method: the experts could be asked to draw 
a qualitative conclusion about the net change in requirements 
as a result of the adjustments. 

Modifying the supply and requirements data from the GMENAC 

effort represents a fourth option. In principle, it would be 

possible to change specific parameters in the model (such as the 

expected number of persons with migraine) and calculate the 

additional manpower requirements generated given the published 

estimates on other related parameters. Indeed, since GMENAC was 

released, several others have attempted such minor adjustments 

for the increasing number of women physicians and the movement of 

populations into health maintenance organizations (HMOs). It 

might be considered, for example, to hire an individual consultant 

in each of the specialties to review the earlier report and 

suggest any changes in the parameters due to technological 

changes or new diseases, etc. occurring since 1980. COGME staff 

are sufficiently familiar with the model to calculate the 

implications of any such changes. The resultant new requirements 

estimates could be compared with supply estimates from GMENAC, 

the BHPr model, or the AMA. 

Advantages: 

o Builds upon the most comprehensive needs-based model 
and estimates ever constructed. 
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o Allows detailed specialty breakdown as well as primary 
versus nonprimary care formulation. 

Disadvantages: 

o Does not address fundamental criticisms of GMENAC 
approach, such as the lack of a geographic dimension, 
the sensitivity of the results to a few parameters, and 
potential panel bias. 

o Since most specialties were previously projected to be 
in or near oversupply, adjustments are likely to.only 
make this greater. 

The advantages and disadvantages of the GMENAC approach were 

considered in detail in Section 3.5. It would obviously not be 

possible to repeat that effort in the short term, and many 

observers have expressed reservations about undertaking such an 

effort in the longer term as well. Nonetheless; GMENAC still 

stands as the most comprehensive needs-based study ever conducted 

and represents a good benchmark and a starting point for thinking 

about future physician specialty imbalances. GMENAC made 

projections of imbalances by specialty for the year 1990 and in 

the aggregate for 2000. One possible option is for COGME to 

simply use those projections in making future policy 

recommendations. Another approach would acknowledge limitations 

of that study and would consider changes which have occurred 

since those projections were made. This approach could also be 

used with other options noted in this section. For example, 

GMENAC projections could be presented, along with other data, to 

medical experts in order to formulate judgments about impending 

imbalances. 

5.6 USE SPECIALTY-TO-POPULATION RATIOS FROM HMOS OR OTHER CLOSED 
POPULATIONS 

Approach: Compare latest information from HMOs or other 
closed populations on specialty-to-population ratios with 
national supply. 
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Method: Obtain information from closed populations about 
the numbers of specialists providing care to their population. 

A fifth approach would be to survey the literature or other 

sources to obtain standards of physician specialty-to-population 

standards based on either HMO experience or ratios in particular 

market areas that appear to be in balance or appropriate. If such 

standards could be found, then they could be compared to forecasts 

of supply from either GMENAC, the BHPr model, or the AMA. 

Advantages: 

o Provides some sense of minimal requirements. 

o Allows detailed specialty breakdown. 

Disadvantages: 

o May not be representative of U.S. population. 

o May not be adequate standard of care. 

o May not provide a reliable benchmark because of 
variability. 

studies of this kind were considered in more detail in 

Section 3.2.2. One advantage to this approach is that the data 

needed for even a detailed specialty assessment are generally 

available. There are some important limitations to consider in 

using this data, however. Overall physician-to-population ratios 

may vary across HMOs, for example, because plans differ in the 

package of services they offer. Specialist-to-population ratios 

may vary because the relative roles of various specialties differ 

across HMOs. Also, enrollees in these plans are often not 

representative of the national population. For these reasons, 

this option is probably most useful when used in conjunction with 

other approaches mentioned. For example, medical experts might 

review studies of closed populations as well as requirements 
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numbers generated for the general U.S. population when making 

judgments. 

5.7 ANALYZE GEOGRAPHIC VARIABILITY IN SPECIALTY-TO-POPULATION 
RATIOS 

Approach: Update work done by GMENAC's geographic panel. 
Report on variability in specialist-to-population ratios and 
procedures across geographic areas to give sense of what 
market is indicating about requirements. 

Method: Use Area Resource File (government database with 
county-level physician supply) to calculate these ratios for 
different definitions of market area. 

A sixth approach, related to the previous one, would be to 

study variability in specialty-to-population ratios across 

different types of geographic areas. In a sense this would be an 

update of the type of work done earlier by GMENAC's Geographic 

Panel. Comparing the actual variability in physician-to-population 

ratios with predicted ratios would give COGME a better sense of 

the amount of uncertainty involved in assessing specialty 

imbalances. 

Advantages: 

o Gives sense of the likely reliability of national 
requirements estimates. 

o Allows detailed specialty breakdown. 

o Presents the latest information. 

o Can address primary vs. nonprimary care issue. 

Disadvantages: 

o Only a crude indicator of demand-based requirements. 

o Not clear if will support specialty-specific 
recommendations. 
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o Would be difficult to adjust adequately for population 
characteristics and other area-specific factors. 

As noted in Section 3.5, there is a great deal of geographic 

variation in specialty-to-population ratios in the United States. 

Even if there is general agreement that there is an oversupply in 

a particular specialty, certain regions or populations may suffer 

from a shortage. COGME will have to grapple with this question 

in considering both short and long term options. County-level 

data are available on the specialty-to-population ratios and could 

provide a starting point for addressing the question of specialty 

imbalances. 

A considerable problem though is that these ratios provide 

only a limited amount of information. Ratios can be expected to 

vary across geographic regions and population groups because of 

differences in the demographics of populations. In addition, 

even if ratios were adjusted to take into account demographic 

variations, other considerations--such as the proximity of 

regional hospitals--would have to be noted. It is also difficult 

to define accurately the relevant market area, given the tendency 

for patients to seek care in areas other than their community of 

residence; rarely will the aggregation levels of available data 

correspond to meaningful health care market area definitions. In 

addition, there is disagreement about the types of physicians 

needed to treat certain illnesses. The Council may want to limit 

this kind of analysis to ratios of primary care physicians-to

popula tion in order to identify the problem on a more aggregate 

level. 
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SECTION 6 

POLICY QUESTIONS AND IMPLICATIONS FOR MODELING 

6.1 INTRODUCTION 

In this section, we discuss implications of short- and long

term options for COGME's research agenda and address broader 

policy issues of concern to the Coundil. Highlighting some of 

these broader issues may also assist in formulating an effective 

research agenda. 

Section 6.2 discusses policy issues in light of the short-term 

options presented in Section 5. Section 6.3 discusses implications 

for longer-term options. Finally, Section 6.4 provides a 

discµssion of broader issues that are raised in the debate about 

physician specialty imbalances. 

6.2 SHORT-TERM MODELING AND POLICY ISSUES 

Section 5 identified several short-term options and discussed 

their advantages and disadvantages. Clearly, in the limited time 

available, it would be difficult for COGME to undertake any 

substantial quantitative modeling. It is feasible, however, for 

COGME to engage in more qualitative analyses and in data 

manipulation on a more modest scale using existing sources. One 

productive strategy may be to survey professional opinion using a 

set of specific questions. Such a targeted effort could help in 

identifying particular problem areas. COGME could, for example, 

ask specialty societies to provide information in response to 

focused questions about whether an imbalance exists in their 

particular specialty. Alternatively, the Council could have 

experts review existing data and projects, and answer targeted 

questions provided by the Council. 
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Also, COGME could analyze county-wide variations in 

specialty availability by examining the Area Resource File (a 

government database with county-level physician supply 

information). These data could be used to make qualitative 

judgments about whether geographic differences require policy 

intervention. In addition, one of the ways that COGME can deal 

with the constraints it faces in the short run is to narrow the 

analysis to focus on either major specialty breaks, such as 

primary versus nonprimary care specialties, or on selected 

specialties that are believed to represent particular problem 

areas. However, it would probably not be advisable to attempt to 

apply any of the six methods to all of the 40 specialties 

considered by GMENAC. Furthermore, given the limitations of the 

GMENAC methodology and the changes physician markets since GMENAC 

(Luft and Arno, 1986), GMENAC's projected over- and undersupplies 

would not be seen as reliable. More importantly, unless the 

specific policy questions that COGME wishes to address in its 

first report are defined soon, it will be difficult to gather any 

systematic information that will be of assistance. 

There are a number of ways that COGME can update and revise 

previous studies which examined physician specialty imbalances. 

The two most comprehensive efforts to date are the GMENAC study 

and the model developed by the Bureau of Health Professions 

(BHPr). These remain the state-of-the-art efforts in needs-based 

and demand-based studies. Since these studies are the results of 

extensive efforts to analyze many of the issues that COGME is 

charged with addressing, the Council could gain a good deal of 

information from them without exhausting many of its own resources. 

Both efforts have been described in detail in this paper. It 

would be feasible to have experts revise and update GMENAC 

projections taking into account problems with that study and 

changes which have taken place since those projections were made. 

The BHPr model could be useful because the model is up to date 

and because it would be possible for the Council to modify 
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assumptions made in the model according to meet its own unique 

specifications. However, there are limitations to using both 

studies, particularly in regard to obtaining information about 

geographic maldistribution. In addition, the BHPr requirements 

model does not provide information about specialty breakdowns. 

Our survey of ongoing and planned studies by professional 

societies suggests that these offer little in the way of systematic 

modeling results that can assist COGME in the short run. However, 

AMA, AAMC, and CMSS all have or can provide some useful 

descriptive information from previous or ongoing surveys they 

have conducted. For example, the AMA is the best source of 

information on the current supply of physicians, as well as 

changes in physician incomes over time. If COGME chooses to 

undertake some long-term quantitative modeling, then it will be 

necessary to investigate the data available from the sources. 

Alternatively, given that the AMA is embarking upon a long-term 

project to improve its ability to forecast supply and 

requirements, COGME may wish to use this information in some 

manner. 

Given the limitations of the methodologies discussed above, 

a prudent approach in both the short and long run is to rely upon 

a combination of methods and data sources. It would appear to be 

most reasonable to have experts synthesize and review existing 

data sources in order to make qualitative judgments about whether 

and to what extent physician specialty imbalances exist. Given 

this approach, there are two aspects for the Council to consider: 

1) what data to use, and 2) what level of review would be most 

effective given the time and resource constraints. 

In addition to the information it can obtain from the 

existing and ongoing studies discussed above, COGME should not 

underestimate its ability to obtain useful information from other 

interested parties. Specialty societies and many elements in tpe 
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research community are interested in the questions the Council is 

addressing and are engaged in ongoing efforts to collect and 

interpret further information. The key will be for COGME to 

solicit the views and information from these sources in a manner 

that is targeted at the questions that COGME wishes to address. 

If COGME only asks people to discuss their ongoing research, then 

the result is likely to be a compendium of information, much of 

which is irrelevant for COGME's charge. 

6.3 IMPLICATIONS FOR LONG-TERM MODELING 

COGME has several options with regard to long-term 

quantitative modeling: 

1) Develop its own modeling framework and estimation of 
parameters of the model. 

2) Work with the Bureau of Health Professions to modify and 
expand its modeling capabilities, especially in the 
requirements area. 

3) Adopt the GMENAC framework and use experts and data to 
re-estimate parameters of the model. 

4) Rely on outside organizations such as the AMA and other 
researchers, to provide projections of requirements 
supply and future market conditions for physicians. 

A prior question to this is, of course, whether or not COGME 

thinks the benefits of a single large-scale modeling effort 

outweigh the substantial costs. This review has highlighted any 

number of limitations of each of the approaches tried in the 

past. A major failing of all of them is the inadequate attention 

that has been given to issues of locational distribution or, in 

other words, geographic maldistribution. In many ways, then, 

debate over longer term options resembles the discussion about 

the pros and cons of short term options though on a larger scale. 
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In any case, while data can assist in analyzing policies, it 

is important to carefully consider potential policy issues prior 

to collecting and manipulating data. There should be a careful 

consideration of the interaction between the data and modeling 

efforts pursued and the policy questions to be addressed. Given 

the limited time and resources available, it will be important to 

select and use only those data that are pertinent. 

6.4 OTHER POLICY CONSIDERATIONS 

There are two general policy questions that the Council may 

want to consider in choosing short- or long-term options for data 

analysis. 

1) What kinds of policy options would likely be considered 
by the Council and by Congress? 

2) What are the implications of over and undersupplies of 
physicians? 

coordination of the research agenda and the policy questions 

addressed here is of the utmost importance. Even if sound 

projections could be made at the national level, for example, the 

data may not be useful if COGME is interested in examining whether 

certain geographic areas or specific populations still have an 

undersupply of primary care physicians. This kind of issue 

underscores the importance of considering the above questions 

before making recommendations about undertaking a short term 

study. For example, if the Council, and Congress for that 

matter, are primarily interested in whether shortages of primary 

care physicians still exist in some geographic regions, it will be 

important to collect data on that level (both in terms of the 

geographic and specialty breakdown). If, on the other hand, the 

Council is more interested in whether imbalances exist in certain 

specialties, the data must be collected accordingly. 
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Second, it is important to analyze the implications of an 

under- or oversupply of physicians. Recently, Harris (1986) makes 

the points that 1) considerable uncertainty surrounds any 

projection of under- or oversupply and 2) policymakers, in 

assessing specialty imbalances, should consider the relative cost 

of an oversupply versus an undersupply. He argues that while an 

oversupply, almost by definition, tends to increase the cost of 

health care, it may be beneficial in terms of improving 

geographic access and promoting more efficient delivery systems, 

as well as improving financial access through lower prices. The 

cost of an oversupply is that the lack of work may tend to 

frustrate physicians, lead to greater number of unnecessary 

procedures, and reduce work loads to the point where skills of 

surgeons, for example, might suffer. He argues that the costs to 

society of an undersupply are much greater because it can lead to 

problems such as geographic maldistribution and.specific shortages 

in the face of unforeseen demands (for example, AIDS) on the 

current physician stock. While oversupplies of physicians may 

contribute to problems, such as unnecessary care, Harris argues 

that benefits of an upside error go to the consumer in the form 

of higher quality care, lower prices, and a better geographic 

distribution of physicians. 

Much ink has been spilled over the question of whether or 

not physicians are influenced by market forces. Stated at this 

broad level, enough evidence has surely been accumulated to argue 

that indeed market forces are a factor. However, perhaps a more 

relevant question is the extent to which market forces and 

institutions are likely to respond to imbalances in ways that 

will signal and promote desirable adjustments. For example, is 

there enough flexibility in physician pricing so that falling 

incomes in a given specialties will serve as a signal· of sufficient 

supply? Indeed, one of the arguments for substantial modeling 

efforts such as GMENAC's is that these signals work imperfectly, 

at be.st, and that the general information provided by a GMENAC-
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type study is a useful way to influence both individual decisions 

about specialty choice and institutional decisions concerning the 

size of residency programs. The extent to which existing markets 

and institutions are self-correcting is no doubt an issue that 

COGME will grapple with over the coming years. 

6-7 



SECTION 7 

REFERENCES 

American College of Surgeons. 
The Dark Side of GMENAC. 

Socio-Economic Issues in Surgery -
1981. 

Applied Management sciences. Refinement of the Health Professions 
Reauirements Model. Technical Memorandum #4. March 31, 1983. 

Applied Management Sciences, Inc. Refinement of the Health 
Professions Reqµirements Model - Report on Health Manpower 
Matrix. February 1, 1983. 

Bowman, MA; Katzoff, JM; Garrison, LP; et al. "Estimates of 
Physician Requirements for 1990 for the Specialties of 
Neurology, Anesthesiology, Nuclear Medicine, Pathology, 
Physical Medicine and Rehabilitation, and Radiology." 
Journal of the American Medical Association 250(19):2623-27; 
November 18, 1983. 

Bowman, MA and Walsh, WB, Jr. "Perspectives on the GMENAC 
Repot:"t. 11 Health Affairs 1(4):55-66; Fall 1982. 

Brown, J. and Reid, J. "Are the Manpower Markets for General 
Practitioners Working? Implications of New Evidence for 
Geographic Distribution." DHAP Report No. 81-13, Hyattsville, 
MD. 1981. 

Burstein, PL and Cromwell, J. "Relative Incomes and Rates of 
Return for U.S. Physicians." Journal of Health Economics 
4: 63-78; 1985. 

Congress of the United States. Office of Technology Assessment. 
Forecasts of Physician supply and Reqµirements. April 1980. 

Dresch, SP. "Marginal Wage Rates, Hours of Work and Returns to 
Physician Specialization." In Nancy Greenspan, ed., Issues 
in Physician Reimbursement: Health Care Financing Conference 
Proceedings. DHHS Publication No. (HCFA) 03121 (Washington, 
DC: Department of Health and Human Services), 165-200. 

Evens, RG; Riemenschneider, PA; and Deffebach, RR. "The Supply 
of Radiologists: Planning for the Future." Radiology 
151(4):253-254; April 1984. 

Fein, R and Weber GI. Financing Medical Education: An Analysis 
of Alternative Policies and Mechanisms (New York:Carnegie 
Commission on Higher Education; Commonwealth Fund - McGraw 
Hill). 1971. 

7-1 



Fein, R. 
DC: 

The Doctor Shortage: An Economic Diagnosis (Washington, 
Brookings Institution); 1967. 

Frank, RG. "Pricing and Location of Physician Services in Mental 
Health." Economic Inquiry 23(1) :115-133; January 1985. 

Friedman, M and Kuznets, s. Income from Independent Professional 
Practice (New York:National Bureau of Economic Research). 
1945. 

Glandon, GL and Werner, JL. "Physicians' Practice Experience 
During the Decade of the 1970s." Journal of the American 
Medical Association 244:2514-2518; 1980. 

Harris, J. "How Many Doctors Are Enough?" Health Affairs 
5(4):73-83; Winter 1986. 

Hu, T and Yang, BM. "The Demand for and Supply of Physician 
Services in the U.S.: A Disequilibrium Analysis." Paper 
presented at the American Economic Association meetings (New 
York), December 28-30, 1985. 

Hixson, J and Mocniak, N. "The Aggregate Supplies and Demands of 
Physician and Dental Services." The Target Income Hypothesis 
and Related Issues in Health Manpower Policy. DHEW 
Publication No. (HRA) 80-27, Hyattsville, MD. 1980. 

Iglehart, JK. "How Many Doctors Do We Need?" Journal of the 
American Medical Association 254 (13) : 1785-88; October 4, 1985. 

Iglehart, JK. "Trends in Health Personnel." Health Affairs 
5(4):128-137; Winter 1986. 

Iglehart, JK. "The Future Supply of Physicians." New England 
Journal of Medicine 314(13) :860-864; March 27, 1986. 

Kessel, R. "Price Discrimination in Medicine." Journal of Law 
and Economics 1:20-53; October 1958. 

Kurtzke, JF; Bennett, DR; Berg, BO; et al. "On National Needs 
for Neurologists in the United states." Neurology 36(3):383-
388; March 1986. 

Lanska, MJ; Lanska, DJ; and Rimm, AA. "Effect of Rising Percentage 
of Female Physicians on Projections of Physician Supply." 
Journal of Medical Education 59((11 Pt 1):849-855; November 
1984. 

Lee, RI and Jones, LW. The Fundamentals of Good Medical Care 
(Chicago:University of Chicago Press). 1933. 

7-2 



Leffler, KB. "Physician 
American Medicine." 
Spring 1978. 

Licensure: Competition and Monopoly in 
Journal of Law and Economics 21:165-186; 

Leffler, KB and 
Education: 
Journal of 

Lindsay, CM. "Markets for Medical 
An Integrated Long-Run Structural 

Human Resources 16(1) :20-40; 1979. 

Care and Medical 
Approach. " The 

LeRoy, L; Iglehart, JK; and Ellwood, DA. "Trends in Health 
Manpower." Health Affairs 4(4):77-90; 1985. 

Lindsay, CM. "Real Returns to Medical Education." Journal of 
Human Resources 8:331-348; summer 1973. 

Lindsay, CM. "More Real Returns toMedical Education." Journal 
of Human Resources 11:127-130; Winter 1976. 

Lomas, J; Stoddart, GL; and Barer, ML. "Supply Projections as 
Planning: A Critical Review of Forecasting Net Physician 
Requirements in Canada." Social Science and Medicine 
20(4):411-424; 1985. 

Luft, HS and Arno, P. "Impact 
Scenario for the Future." 
1986. 

of Increasing Physician Supply: A 
Health Affairs 5(4):31-62; Winter 

Mason, HR. "Manpower Needs by Specialty." Journal of the 
=A=m=e=r=i=c=a=n~=M=e=d=i=c=a=l~A~s=s=o=c=i=a=t=i='=o=n 219(12):1621-1626; March 20, 
1972. 

McNutt, DR. "GMENAC: Its Manpower Forecasting Framework." 
=A=m=e=r=i=c=a=n~=J=o=u=r=n=a=l~=o=f~P~u=b=l=i=·c~=H=e=a=l=t~h 71(10):1116-1124; October 
1981. 

Mick, SS and Worobey, JL. "Foreign Medical Graduates in the 
1980s: Trends in Specialization." American Journal of Public 
Health 74(7):698-703; July 1984. 

Misek, G. "Longitudinal Study of Surgical Residents, 1985-86. 11 

Published by the American College of Surgeons. 1986. 

Newhouse, JP; Williams, AP; Bennett, BW; et al. 
the Doctors Gone?" Journal of the American 
Association 247(17):2392-2396; May 7, 1982. 

Noether, M. "The Growing Supply of Physicians: 
Become More competitive?" Journal of Labor 
4(4):503-537; 1986. 

"Where Have All 
Medical 

Has the Market 
Economics 

O'Doherty, OS. "National Need for Neurologists: Commentary on 
the GMENAC Report." Neurology 34(9) :1228-30; September 1984. 

7-3 



Reinhardt, UE. "The GMENAC Forecast: An Alternative View." 
American Journal of Public Health 71:1149-57; 1981. 

scitovsky, AA and McCall, N. "A Method of Estimating Physician 
Requirements." Milbank Memorial Fund Quarterly 54(3):299-320; 
Summer 1976. 

Sloan, FA and Schwartz, WB. "More Doctors: What Will They Cost? 
Physician Income as Supply Expands." Journal of the American 
Medical Association 249(6) :766-769; February 11, 1983. 

Sloan, FA. "Real Returns to Medical Education: A comment." 
Journal of Human Resources 11:118-126; Winter 1976. 

Steinwachs, DM; Weiner, JP; Shapiro, S; et al. "A Comparison of 
the Requirements for Primary Care Physicians in HMOs with 
Projections Made by the GMENAC. 11 New England Journal of 
Medicine 314(4):217-222; January 1986. 

Tarlov, AR. "HMO Enrollment Growth and Physicians: The Third 
Compartment." Health Affairs 5(1) :23-35; Spring 1986. 

U.S. Department of Health and Human Services. Bureau of Health 
Professions. A Review of Health Professions Requirements 
Studies. March 1986. 

u.s. Department of Health and Human Services. Health Resources 
Administration. The Health Professions Requirements Model -
Structure and Application. DHHS Publication No. (HRA} 81-15. 

U.S. Department of Health and Human Services. Health Resources 
and Services Administration. Fifth Report to the President 
and Congress on the Status of Health Personnel in the United 
states. March 1986. 

U.S. Department of Health and Human Services. Health Resources 
and Services Administration. Report to the President and 
Congress on the status of Health Personnel in the United 
States. DHHS Publication No. HRS-P-OD 84-4. May 1984. 

u.s. Department of Health and Human Services. Health Resources 
Administration. Bureau of Health Professions. Third Reoort 
to the President & Congress on the Status of Health 
Professions Personnel in the United States. DHHS Publication 
No. (HRA} 82-2. January 1982. 

U.S. Department of Health and Human Services. ·Health Resources 
Administration. Bureau of Health Professions. Implications 
of the Proiected Doctor "Surplus": summary of Important 
Findings from Four Recent Studies. March 27, 1981. 

7-4 



U.S. Department of Health and Human Services. Health Resources 
Administration. Summary Report of the Graduate Medical 
Education National Advisory Committee to the Secretary. 
Department of Health and Human Services. Vol. I. September 
30, 1980. 

U.S. Department of Health and Human Services. Health Resources 
Administration. Report of the Graduate Medical Education 
National Advisory Committee to the Secretary. Department of 
Health and Human Services. Volume III - Geographic 
Distribution Technical Panel. DHHS Publication No. (HRA) 
81-653. 1980. 

U.S. Department of Health, Education and Welfare. Health Resources 
Administration. Policy Analysis for Physician Manpower 
Planning. DHEW Publication No. (HRA) 78-2. May 1977. 

Weiner, JP; steinwachs, DM; and Williamson, JW. "Nurse 
Practitioner and Physician Assistant Practices in Three 
HMOs: Implications for Future us Health Manpower Needs." 
American Journal of Public Health 76(5):507-511; May 1986. 

Williams AP; Schwartz WB; Newhouse JP; et al. "How Many Miles to 
the Doctor?" The New England Journal of Medicine 309(16):958-
963; October 20, 1983. 

Williams, DC. "Surgery and the GMENAC Report: A Reality Test." 
Surgery 95(3) :347-352; March 1984. 

7-5 




	Coverpage
	Assessing Physician Specialty Imbalences
	Preface
	Table of Contents
	Executive Summary
	Introduction
	Definitions and Fundamental Approaches
	Previous Approaches
	Other Studies and Data Limitations
	COGME's Short-term Options
	Policy Questions and Implications for Modeling
	References

